In 2006 the Department of Health and the National Institute for Health and Clinical Excellence (NICE) published guidance on the management of childhood obesity, for use by primary care practitioners. Little is known, however, about practitioners' views and experiences of managing childhood obesity in primary care.
INTRODUCTION
The prevalence of childhood obesity is increasing worldwide, posing a long-term threat to future health. 1 Some advisory bodies view primary care as an appropriate setting in which to manage childhood obesity. [2] [3] [4] In the UK in 2006 the Department of Health produced an obesity care pathway for children and young people to be used by primary care practitioners, 5 and the National Institute for Health and Clinical Excellence (NICE) published guidance on the management and treatment of obesity. 2 However, some clinicians argue that primary care is not a suitable setting for the treatment of obesity. 6, 7 In addition, uncertainty remains about how to treat childhood obesity effectively, 8 and the Department of Health recognises that there is a need for further research in the primary care setting. 9 Researchers have assessed primary care practitioners' views and experiences of treating childhood obesity. [10] [11] [12] [13] [14] [15] However, to date, only two studies have employed qualitative research methods that enabled practitioners' views and experiences to be explored in detail. 14, 15 In addition, the research undertaken so far in this area has been limited to assessing the views of GPs and practice nurses, and was carried out before the publication of the obesity care pathway and the NICE guidance.
Method
Interviews explored practitioners' views and experiences of managing childhood obesity and their knowledge of the recent guidance provided by the Department of Health and NICE. Interviews were audiotaped and transcribed verbatim. Analysis was thematic and comparisons made both within and across the interviews.
Results
Thirty practitioners were interviewed: 12 GPs, 10 practice nurses, four school nurses, and four health visitors. Participants varied in their views about whether primary care is an appropriate treatment setting for childhood obesity. However, all described factors that limited the extent to which they could intervene effectively: a lack of expertise, resources, and contact with primary school children; the causes of childhood obesity; and the need to work with parents. It was also apparent that very few participants had knowledge of the recent guidance.
Research using in-depth interviews with different primary care practitioners who might be involved in the treatment of childhood obesity could help identify the potential of this setting to carry out the requirements placed on it by the recent guidance. Therefore, this study held in-depth interviews with GPs, practice nurses, school nurses, and health visitors, in order to explore their views on primary care as a setting in which to treat childhood obesity.
METHOD

Recruitment
Seven general practices, based in Bristol, England, that served patient populations and varied in terms of their socioeconomic backgrounds and ethnicity were purposively sampled. GPs, practice nurses, and health visitors who were working within or attached to these practices were invited for interview. School nurses working in Bristol were contacted through a local school nurse lead. Practitioners volunteered for interview from five of the seven practices sampled (Table 1) . Interviews were held with each practitioner who volunteered.
Interviews
The interviews were conducted by between June and October 2007. A topic guide was used to ensure key areas were explored during each interview (Box 1), while giving participants the opportunity to raise issues that were salient to them. Participants were informed that the researchers were particularly interested in their views about primary school children, as the Department of Health had set a target to halt the rise in obesity in children aged under 11 years, by 2010. 16 Thirty practitioners were interviewed. Data collection ended when saturation of key themes had been reached. Two participants were interviewed in their own homes, and the others at their place of work. The interviews lasted between 30 and 90 minutes. They were audiotaped and transcribed verbatim.
Data analysis
Each transcript was read and re-read to gain an overall understanding of the participants' views and experiences. This process was also used to identify emerging themes and to develop a coding frame. Transcripts were read and coded by different members of the research team, so that the analysis and coding frame could be refined through discussion.
Transcripts were imported into the software package NVivo to allow electronic coding and retrieval of data. Once all the transcripts had been coded, data were analysed using a framework approach. 17 Using this method, tables were used to summarise what participants had said in relation to specific issues, for example causes of childhood obesity, and then comparisons were made both within and across interviews to identify thematic patterns and deviant cases, and to identify similarities and differences between the professional groups.
To maintain confidentiality, quotations reproduced in this paper have been labelled with the participant's profession and interview number.
How this fits in
In 2006 the Department of Health and the National Institute for Health and Clinical Excellence (NICE) issued guidance on the management of childhood obesity, for use by primary care clinicians. To date, few researchers have explored, in detail, practitioners' views and experiences of managing childhood obesity in primary care. This study shows that primary care practitioners are unaware of the guidance provided by NICE and the Department of Health; feel that they do not have the time, expertise, or resources with which to treat childhood obesity; and do not believe that any interventions they could deliver would be effective. Thus, the study suggests that it is unlikely that the recent guidance will have a meaningful impact on the primary care management of childhood obesity and that practitioners do not currently view primary care as a setting in which childhood obesity can be effectively treated. 
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RESULTS
Although all the participants commented that they were concerned about the current prevalence of childhood obesity, none of them had seen the Department of Health's obesity care pathway, and only two GPs and one practice nurse had looked at the NICE obesity guidance. It was also apparent that participants varied in their views about whether primary care was an appropriate setting in which to treat childhood obesity. There appeared to be no relationship between the participants' profession, age, sex, or length of time qualified, and whether or not they viewed primary care as a suitable treatment setting. There did appear to be some variation depending on patient population; GPs working in the most deprived areas emphasised that they should address childhood obesity because they had a 'community responsibility' (GP 8) and could 'see it happening' (GP 5).
Primary care as a treatment setting
Most participants stated that they thought primary care was an appropriate treatment setting. Primary care was reported to be suitable because it was community based, because GPs were known to families and could refer patients on to others for further support, and because obesity needed to be addressed before associated clinical complications developed: In addition, GPs, practice nurses, and health visitors were described by themselves and by others as being able to opportunistically mention a child's weight and provide advice, support, and follow-up. School nurses also commented that they could identify and work with obese children, and were described by the other participants as being, along with GPs, a first point of contact for parents of primary school children who were concerned about their child's weight. However, some GPs, a few practice nurses, and one school nurse felt primary care was not a suitable treatment setting. They commented that they and other primary care practitioners did not have the expertise or time to treat childhood obesity, and had no effective treatment to offer:
'I haven't got the expertise in what to do and what not to do, I don't feel, and the time to do it all.' (practice nurse 1)
'We deal so much with child protection and child and adolescent mental health referring that we have very limited time for health promotion. Health promotion is just like the icing on the cake.' (school nurse 4)
'I don't have a way of them losing weight ... I'm motivated to treat things I think I might be able to make a difference with and I think my problem with this is I am not convinced I can make a difference.' (GP 2)
GPs also commented that obesity was a social rather than a medical problem, and implied that management of childhood obesity had been placed on them without careful thought: Practice nurses described how they would feel uncomfortable focusing on an individual's weight in the absence of a related condition. Similarly, GPs explained that parents rarely came to discuss their child's weight and that they felt it would be inappropriate to broach the subject of a patient's weight unless it affected the problem the child was presenting with: Other reasons given for not broaching the subject were needing to prioritise the problem the patient was concerned about; feeling that they had no effective treatment or referral options to offer, and no incentives to encourage behavioural change, for example: exercise on prescription for children; being unsure about providing child-specific advice; worrying about upsetting the child or parent; and having no financial incentive to treat.
So a range of views were expressed about the suitability of primary care as a treatment setting. Yet, even those who had described primary care as an appropriate setting talked about having limited time, resources, and expertise to treat, and feeling that it was unlikely any treatment they provided would reduce a child's obesity. Thus, they were aware that there was a difference between what they thought was possible in theory and the reality of their situation:
'In theory, primary care is the right place [to treat] ... I don't know how we do it though.' (GP 3)
In addition, across the interviews there was a sense that, irrespective of a practitioner's own skills and motivation, management in primary care would have little impact. What practitioners could achieve was limited not only by their own skills and resources, but also by the level of contact they had with children, the causes of childhood obesity, and the need to work with parents.
Limited contact with obese children
None of the participants were in regular contact with obese children of primary school age. Health visitors explained that they now focused on children under the age of 5 years old and worked mainly with vulnerable families:
P: 'We don't do any work with school age children now.' I: 'Okay. Did you used to?' P: 'Yeah, yeah, we used to do cradle to the grave, but now it's just pre-school.' (health visitor 3)
'We are more and more being directed to work with vulnerable families and families in need, and that's perfectly fair, but consequently, we're not monitoring health and development of the majority of children on as regular a basis as we used to do.' (health visitor 1)
School nurses stated that they could not focus on childhood obesity because they needed to prioritise child protection and child and adolescent mental health:
'I've got a child that's going into care ... I've got another child that's come to me because he's hearing voices and they're telling him to do bad things. Well, if you've got those sorts of things, you have to prioritise those ... childhood obesity becomes way down the list'. (school nurse 2)
Both GPs and practice nurses commented that they rarely saw primary school children in surgery, and GPs mentioned that they had limited appointment times that restricted what they could achieve: Although GPs and practice nurses were able to offer follow-up appointments and had done so, most patients did not return. Also, as one GP highlighted, they only saw the small proportion of obese individuals who sought help from their GP:
'The problem is that all you're ever working with [is] volunteers, which is the nature of the system ... You sort of take off the top tip that ventures into your surgery, so that's not ever going to address an obesity epidemic.' (GP 11)
Causes of childhood obesity
Participants described the main causes of childhood obesity as an unhealthy diet and lack of physical activity. These in turn were related to factors that were beyond their influence, such as the availability of junk food, unsafe streets, and a lack of family cohesion: 
Working with parents
Each participant stressed that to address childhood obesity they would need to work with parents. However, participants who had mentioned to parents that their child was overweight, described how most parents had become defensive or denied there was a problem:
'How would you broach the subject when most parents can get quite nasty if you start? They think it's a blame, that you're blaming them.' (practice nurse 1)
'I think the hardest thing is getting the parents to acknowledge that it's a problem.' (health visitor 4)
'Some parents get really shirty about it. They won't accept it that their child has a weight problem.' (school nurse 4)
Parents were described as not making the link between eating junk food, physical inactivity, and obesity; as not having access to safe play areas; as struggling to take information on board; and as being unable to prepare healthy meals due to a lack of knowledge, money, or time. Participants commented that parents used food as a symbol of affection and thus felt uncomfortable denying their children food. Participants were also aware that parents might be struggling with other issues that meant obesity was not a priority: Having overweight parents was also described as 'normalising' obesity within the family and encouraging parents to believe genetic rather than lifestyle factors had led to their child's obesity. This in turn was reported as reducing their motivation to change their child's lifestyle.
DISCUSSION
Summary of main findings
Even practitioners who viewed primary care as an appropriate treatment setting for childhood obesity questioned the extent to which they could effectively treat this condition. Practitioners described a range of factors that prevented successful management. These included limited time; a lack of expertise, effective treatments, and referral options; limited contact with primary school children; the causes of childhood obesity; and the need to work with parents who are often unwilling or unable to address their child's weight. The study also showed that practitioners are unaware of the guidance provided by the Department of Health and NICE on the management of childhood obesity.
Strengths and limitations of the study
This study is the first to give insight into the views a range of practitioners hold towards the management of childhood obesity. The open nature of the interviews meant practitioners could detail their views and raise issues salient to them. Having a dataset detailing practitioners' views about primary care as a treatment setting, as well as their clinical experiences, enabled identification of a discrepancy between what some practitioners viewed as possible in theory, and what they knew to be possible in reality.
The generalisability of the study findings is limited by the fact that participants were recruited from five purposefully sampled practices, mainly women, mostly qualified for more than 20 years, and volunteers who might hold particular views about obesity management. Given that this was a small qualitative study, findings about relationships between participants' demographic characteristics and their views should be treated with caution. Interviewing practitioners at their place of work often restricted the amount of time available for interview and might have influenced the accounts given. As participants reported limited contact with obese children, their comments about the causes of childhood obesity and the extent to which parents are able to address their child's weight may have been based on commonly-held views or prejudices rather than clinical experience. In contrast, it is likely that their descriptions of, for example, the time constraints under which they work, would have been based on personal experience. Thus, when drawing conclusions from the present findings, thought should be given to the extent to which real experience underpinned the views expressed.
Comparison with existing literature
Previous studies have found GPs to be concerned about childhood obesity and viewing themselves as having some role to play in its management. 12, 14 The present study found evidence of this concern and view, not only among GPs but also among practice nurses, school nurses, and health visitors. In addition, researchers have identified GPs feeling professionally unprepared to manage childhood obesity, 10, 12 and perceiving their efforts as ineffective.
14 This study showed that similar views are also held by other primary care professionals. In common with the present findings, other researchers have found low use of weight-management guidelines among GPs and practice nurses. 18 A previous UK study also found GPs and practice nurses were discouraged from treating childhood obesity because of a lack of time and resources, and a concern about upsetting parents and children.
14 Similar findings were reported by researchers in Australia who noted GPs being deterred from treating because of a lack of referral options and finding it easier to broach the subject of weight in the presence of associated health problems. 15 They also described practitioners' awareness of the social causes of childhood obesity, how the behaviour and attitudes of parents could contribute to the problem, and that parents' own weight issues, denial, or defensiveness about their child's weight prevented treatment.
Neither of these studies mentioned limited contact with children as preventing practitioners from managing childhood obesity. This was a theme that was identified in the present study, and one that questions the view that primary care practitioners are well positioned to treat childhood obesity because they regularly see young children. 19 Although consultations with children are a large proportion of primary care workload, most of these contacts are with children under 5 years of age and with adolescents. 20 Primary care practitioners are reliant on parents cooperating in the management of their child's weight. Parents, however, may not recognise or accept that their child is overweight, 21, 22 or may not be concerned, 23 or not wish to discuss the subject with a health professional. 21 This could explain why some of this study's participants talked about parents rarely seeking help about their child's weight and becoming defensive when they broached the subject.
This study focused on the management of childhood obesity and it is interesting to note that some of the themes identified have also been reported by researchers exploring practitioners' views of managing adult obesity. Researchers who interviewed GPs and practice nurses also found that practitioners viewed their efforts as ineffective, 18 ,24 felt they had no effective treatment to offer, 24 and felt more comfortable raising the subject of weight in the context of associated conditions. 18 This suggests practitioners feel ill placed to undertake weight management, whether it involves adults or children.
Implications for future clinical practice
The findings of this study suggest the recent guidance provided by the Department of Health and NICE is unlikely to make a meaningful difference to the primary care management of childhood obesity. Practitioners are unaware of this guidance and do not have the time, expertise, or resources to treat childhood obesity. While additional training and funding might improve management within primary care, factors unrelated to practitioners' skills may continue to limit the effectiveness of any treatment provided. Thus, it would appear that primary care can only play a limited role in addressing the current obesity epidemic. For progress to be made, greater effort needs to be made to address the causes of childhood obesity and to develop effective interventions that can be delivered outside, as well as within, the primary care setting.
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